Background: The National Health Service Prostate Cancer Risk Management Programme (PCRMP) has recommended that screening for prostate cancer is available for asymptomatic men, on the understanding that they have been provided with full and balanced information about the advantages and limitations of the prostate-specific antigen (PSA) test. Guidance has been distributed to all GPs in England and Wales to assist in the provision of information to men. This study aimed to elicit GPs' accounts of their discussions with asymptomatic men who consult with concerns about prostate cancer in order to identify the degree to which the PCRMP guidance was reflected in these consultations.
Background
Screening for prostate cancer is controversial. The high incidence and mortality rates [1] , and the fact that localised disease can potentially be treated, has led to widespread calls for prostate cancer screening. However, there is ongoing debate as to whether screening would result in more harm than good [2, 3] . There is no strong evidence that screening would result in reduced mortality from the disease [4, 5] . The PSA test has relatively high false positive and false negative rates, prostate biopsies can miss cancers, and the highly variable nature of prostate cancer means there is potential for diagnosis of indolent cancers that may never present as a problem [6, 7] .
In the UK, the National Screening Committee has recommended that a prostate cancer screening programme should not be introduced [8] . However, in response to growing public concern about the disease, in 2001 the [9] . A national information pack was developed to provide guidance for primary care in providing men, who ask their GPs about testing for prostate cancer, with clear and balanced information on the benefits and limitations of testing [10] . The key information points are summarised in Table 1 .
Department of Health introduced the Prostate Cancer Risk Management Programme (PCRMP). Central to this programme is the recommendation that any man who wishes to have a PSA test should have access to the test, provided he has been given full information regarding the possible benefits and limitations associated with receiving a test
It is not known to what extent primary care consultations about PSA testing reflect the guidance provided by the PCRMP. Our study sought to understand GPs' interactions with men who consult them without having any of the symptoms associated with the disease (asymptomatic men) and to identify the degree to which the PCRMP guidance was reflected in the consultations. This paper describes the discussions that GP's report having with these men, as well as factors that appear to influence the nature and content of the discussions. The discussion considers the extent to which it may be possible for GPs to follow the PCRMP guidance within the consultation.
Methods

Recruitment
A purposive sample of GPs was identified through first PSA test requests made for patients, of any age, to the Department of Clinical Biochemistry, John Radcliffe Hospital, Oxford. As part of a separate study, questionnaires had been sent to the requesting GPs. Of the 173 GPs who returned a questionnaire, 94 indicated that they would be willing to also take part in a telephone interview. Consecutive GPs were invited to take part in this study. 21 GPs, from 18 surgeries, were interviewed within the time frame of the study. GPs were paid £50 as reimbursement for the time spent. See Table 2 for the characteristics of recruited GPs.
Data collection
Semi-structured telephone interviews were conducted by TR and EW. An interview guide was used to elicit i) the content of discussions GPs have with asymptomatic men who consult with concerns about prostate cancer/PSA testing and ii) the attitudes of GPs toward the PSA test. Other areas were covered but are not the topic of this paper. With permission the interviews were tape-recorded and fully transcribed.
Analysis
Data analysis was undertaken by AC, TR & EW using the framework approach [11] . Through reading and re-reading the data, an analytic framework was developed from the identification of the key issues within the data (using a priori issues and questions from the aims of the study, in addition to issues raised by the participants). This coding framework was used to analyse all data, with themes added as new issues were identified in subsequent stages of the analysis. A transparent coding scheme, together with regular discussions between the researchers during the coding and interpretation stages helped to ensure the credibility and trustworthiness of the findings [12] . Data across the whole set as well as within each individual interview were examined. The software package, Atlas.ti, was used to assist in the management of the data.
Results
All GPs in the study reported having some degree of discussion about PSA testing with asymptomatic men who consulted with concerns about prostate cancer. However, we found considerable variation within the reported discussions, with a tendency for greater emphasis to be placed on certain key points and disparity in the degree of detail given. We also identified differences in the impartiality with which GPs appeared to present the information.
Content of GPs' discussions with men False-positive and false-negative results
The GPs in our study described feeling that it was important for men to understand the imprecise nature of the PSA test, and, without exception, they reported having discussed the possibility of the PSA test yielding false-positive and false-negative results.
"I normally tell them that men with prostate cancer usually have high levels of PSA and men without prostate cancer usually have low levels but there are some men who have higher than normal levels who don't have prostate cancer and some men who've got quite low levels who turn out that they do have prostate cancer..." ID19 GPs frequently reported discussing the potential pain and discomfort of a biopsy. Less often they described mentioning that some biopsies are unwarranted due to falsepositive PSA results, and that false reassurance can result from false-negative biopsy results.
"...[I say that]
it's not a very good test and it's, there's a fair chance that it'll show up positive and you won't have any prostate cancer ... so that can land you in all sorts of unpleasant biopsies and things for nothing." ID17 While many GPs reported that they would discuss issues related to a prostate biopsy, there was considerable variation in the degree of detail that they said they give. Some would provide minimal information.
"...do you actually mention the possibility of having to have a biopsy if the PSA is raised ...?
I'm not sure I get as far, I would say "If it's raised and it's raised enough that we need to refer you for more investigations," and I think that would be as far I would get..."ID2 Others report giving much more expansive descriptions. "... then I go on a bit to talk about biopsies... that when they do an ultrasound test they can sometimes see an area of abnormality in which case they can biopsy that area..... but if they can't see any areas of abnormality then they take six or eight blind biopsies and the results of those biopsies can be again normal or abnormal. And when they're normal then that's usually reassuring but of course if you're taking blind biopsies you • the PSA test facilitates the early detection of prostate cancer at a stage when potentially curative treatments can be offered • there is currently no strong evidence that PSA testing reduces mortality from prostate cancer • not all men with raised PSA will have prostate cancer/the PSA test will not detect all prostate cancers • prostate cancer is diagnosed through a prostate biopsy which can be uncomfortable or painful • prostate biopsies will not detect all prostate cancers • prostate cancers range from aggressive to slow growing forms -slow growing tumours may not result in symptoms or shorten life expectancy • there is no evidence about the optimum treatment for localised prostate cancer • some treatments for prostate cancer can have significant side effects 
Written information
The amount of detail discussed was affected by the use of written information. Some GPs found patient information leaflets a useful supplement to, or in some cases, a replacement for detailed discussion.
-"...so you tend to give the leaflet out? Oh always. Do you think that is the best way to provide patient information, for GPs? Um well I think the evidence is that people don't remember what you say to them ... and it also means that you know wives and families generally have a chance to share it, so I know I'm also, everything that can be given in leaflet form should be really" ID13
Time factors
Explaining and ensuring an understanding of the key points was felt by many GPs to be a time consuming process. Some felt that a ten minute consultation, focussing only on the PSA test, may give sufficient time to convey the main points, though this would not be so if more than one concern is brought to a consultation and the issue of PSA testing raised at a late stage. Other GPs felt that even a full 10 minute consultation would not be sufficient.
"I don't know if our language has developed enough with patients nor their, nor their thoughts. I think, I think they're difficult concepts.....So I think, I think getting a patient to, to a position of truly informed decision-making is, is difficult and it is very time consuming and maybe that's the problem, maybe I just feel we haven't got the time to spend with every patient doing that" ID5
Degree of balance in discussion GPs' opinions about the PSA test We found differences in the way GPs described how they present information to men, which in part seems to reflect the wide range of opinions held about the usefulness of the PSA test as a screening tool. Some GPs who expressed strong views against the value of the PSA test, quite clearly portray this view to men in their discussions, either directly: GPs who have either neutral, or more positive views about the usefulness of PSA screening tend to present men with information on the benefits and limitations of testing, with the intent of allowing the men to reach their own decisions. One such GP, who provided very full information on testing, did note that most men he counselled went on to be tested. "I'm probably a bit pro-testing ... I don't positively dissuade them as it were, I give them all the information and they usually go on to have a test, I would say ...". ID18
Men's prior opinions of PSA testing
Men's predominantly positive attitudes towards PSA testing, often due to press coverage or personal recommendation, also often had an effect on the way GP's presented the information. GPs described emphasising the drawbacks of testing, thus presenting somewhat biased information to counter the faith men appeared to place in the test. 
Impact of balance on GP's behaviour
While personal views about PSA testing seem to be an important factor in determining how impartial GPs are in presenting information, and many GPs did say they would attempt to dissuade men from being tested, only one GP in our study said he would deny a man's request, and that related specifically to men under the age of 50. Concerns about being held responsible for missing a cancer affected the tendency for some GPs to dissuade a man from undergoing a PSA test. The following GP said he would highlight the negative elements of testing to men, but would carry out a test if they persisted in their request.
"...people have read about it (PSA test) and are convinced it's the bees knees ...and if you don't do it and it turns out that subsequently you could have detected prostate cancer I think you know you, you're going to be on a sticky wicket..." ID15
Discussion
Summary of findings
While GPs' descriptions of their consultations suggest that they recognise the importance of discussions with asymptomatic men about the PSA test, a full and balanced picture of the associated benefits and limitations does not appear to be consistently conveyed. GPs reported talking about some of the limitations of the PSA test: the falsenegative and false-positive results and the potentially unpleasant nature of a prostate biopsy, while much less so about the potential for identification of indolent cancers and the lack of evidence regarding treatment effectiveness. Relatively little attention seems to be given to the potential benefit of PSA testing: the identification of early prostate cancer which could be successfully treated. However, there was considerable diversity in the degree of detail GPs reported conveying to men about these points. The GPs' personal opinions of the PSA test, and their perceived need to counter men's primarily positive views of the benefits of PSA testing appeared to have an impact on the GPs' discussions.
We have identified both practical and ideological barriers faced by GPs in providing a full and balanced picture of the benefits and limitations of the PSA test. Constraints such as consultation time, could be addressed by the consistent provision of written information, together with a second consultation prior to testing. More complex to address may be the impact of GPs' views on the usefulness of the PSA test and their feelings of the relevance of specific information at particular times.
Providing information to patients about clinical issues for which there is no established evidence base can be problematic, and it is understandable that GPs' discussions could reflect their clinical experience and personal opinion. The views held by many GPs about the value, or lack of value of the PSA test appear to be a driving force behind the information they give and how it is presented. Support for this finding comes from work in the US. Cooper has shown that views held, both for and against PSA testing, influence guideline adherence. Physicians holding positive views tended to screen routinely with little accompanying discussion, while those influenced by the lack of evidence of benefit, and their personal and professional experiences of the limitations of the PSA test were more likely to discuss the implications of testing [13] . Work by Chan also suggested a belief that the benefits of testing outweigh the risks may create a bias in the discussion of PSA testing with patients [14] . It may be that the views of GPs regarding the value of the PSA test will be affected by evidence from two large-scale randomised screening trials being conducted in Europe and the USA, aiming to assess whether PSA screening reduces prostate cancer mortality [15] . Trial results are expected in 2008 and should enable definitive recommendations about the value of PSA screening to be made. This will change the position GPs are currently in, of being expected to provide information without good evidence of the impact of PSA testing on mortality. However, while a national screening programme may follow if the trials do provide evidence of mortality reduction, the development and implementation of such a programme is likely to take several years. In the meantime, information about the benefits and limitations of testing will still need to be portrayed to men, and it is important that how GPs interpret and incorporate new findings into their consultations continue to be understood.
Our findings indicate that a GP's perception of the relevance of having certain information while deciding whether to undergo a test may also have an impact on the balance of the discussions. It is interesting that GPs reported being less likely to discuss the potential for diagnosing indolent cancers and the lack of evidence for the effectiveness of prostate cancer treatments, as these two points are often cited as reasons against introducing population screening [16, 17] . On the other hand, it has been proposed that it may be misleading to focus on the potential for over-diagnosis when discussing screening with younger men [18] . Other factors, such as the complexity of conveying concepts of risk, responding to personal knowledge of their individual patients and an awareness that not all men want information may also be important determinants in shaping the discussion.
The lack of balance that some GPs report in their discussions can also be understood in terms of what they see as men's over-positive views of the PSA test. This is not an issue peculiar to prostate cancer screening; as with many screening tests, the primary benefit to the patient is detection of curable disease, which to an individual, may outweigh the greater number of potential drawbacks. The apparent concentration on the test's limitations may be an attempt by GPs to counter and bring a sense of balance to the men's views. However, the impact of this may be that the potential benefits of PSA testing are not discussed, but left implicit, possibly creating an imbalance in the opposite direction.
It may help GPs to be conscious of the impact that their views of the PSA test and their perceptions of men's need for information may have on their consultations. Incorporation of our findings in a revision of the PCRMP information pack will hopefully enable GPs to present information on PSA testing to men in a consistently balanced way.
Strengths and limitations
This study is the first to address the discussions about PSA testing that take place during GP consultations with asymptomatic men concerned about prostate cancer, and as such provides a valuable insight into the extent to which the implications of undergoing a PSA test are discussed. The value of qualitative research lies in the depth of understanding gained from detailed descriptions of specific experiences. For this reason the number of participants in a qualitative study is necessarily small. However, we do acknowledge that the relatively small number of GPs interviewed from those available may mean there were a range of experiences that we have not captured. Interviews reliant on recollections of an event can suffer from recall bias. While audio-taped consultations would have provided an accurate record of the actual consultation, the infrequency of relevant consultations and the complexity of determining in advance that the topic would be discussed and obtaining consent made this approach unfeasible. A further limitation is that GPs for this study were recruited from one regional area. However, given the wide range of behaviours and views described, and that very few GPs' accounts reflected a 'model' consultation according to the guidance offered, there is nothing to strongly suggest that our data collection methods or recruitment strategy have limited our findings.
Implications for future research
Extending this initial work through the use of observation methods may add to our understanding of consultations, though the methodological difficulties inherent in such a study should not be underestimated. Furthermore, while the GPs in our study indicated they would not deny a man over 50 a PSA test, we do not know how men are affected by the discussions they have with their GP. It is important to understand men's perception of the information they are given, whether they want it and what use of it they make. We have completed an interview study looking at consultations prior to PSA testing from men's perspective, which will be reported shortly.
